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Worldwide, mental disorders inflict tremendous mor-
bidity, mortality, and impairment (1,2). Although the ar-
mamentarium of effective treatments keeps growing, few
nations seem able or willing to pay for their widespread use
(3). Indeed, the majority of people with recent episodes of
mental illnesses continue to go untreated, even in eco-
nomically-advantaged societies (4). This reality has left
many nations searching for strategies to use what limited
resources they do have as efficiently as possible in an effort
to alleviate burden given current constraints (5).

One promising strategy is to emphasize use of treatment
resources earlier in the disease courses of affected individ-
uals, before many negative sequelae from mental illnesses
develop (6). Such an approach is supported by several lines
of research. Data from preclinical studies suggest that neu-

ral “kindling” can cause untreated disorders to become
more frequent, spontaneous, severe, and treatment refrac-
tory (7). Epidemiologic studies suggest that school and job
failure, teenage child-bearing, and early, violent, or unsta-
ble marriages are associated with early-onset untreated
mental disorders (8-10). Single disorders often progress to
complex comorbid disorders that are more difficult to treat
and more likely to recur than less complex conditions (11).
In addition, clinical trials have shown that timely inter-
vention can prevent suicidality (12).

A crucial first step in reducing delays in seeking treat-
ment after first onset of a mental disorder is to document
the current state of affairs with regard to the delays that
currently exist in the population and the predictors of
those delays. Unfortunately, very little is known about ini-

Data are presented on patterns of failure and delay in making initial treatment contact after first onset of a mental disorder in 15 coun-
tries in the World Health Organization (WHO)’s World Mental Health (WMH) Surveys. Representative face-to-face household surveys
were conducted among 76,012 respondents aged 18 and older in Belgium, Colombia, France, Germany, Israel, Italy, Japan, Lebanon, Mex-
ico, the Netherlands, New Zealand, Nigeria, People’s Republic of China (Beijing and Shanghai), Spain, and the United States. The WHO
Composite International Diagnostic Interview (CIDI) was used to assess lifetime DSM-IV anxiety, mood, and substance use disorders.
Ages of onset for individual disorders and ages of first treatment contact for each disorder were used to calculate the extent of failure and
delay in initial help seeking. The proportion of lifetime cases making treatment contact in the year of disorder onset ranged from 0.8 to
36.4% for anxiety disorders, from 6.0 to 52.1% for mood disorders, and from 0.9 to 18.6% for substance use disorders. By 50 years, the pro-
portion of lifetime cases making treatment contact ranged from 15.2 to 95.0% for anxiety disorders, from 7.9 to 98.6% for mood disorders,
and from 19.8 to 86.1% for substance use disorders. Median delays among cases eventually making contact ranged from 3.0 to 30.0 years
for anxiety disorders, from 1.0 to 14.0 years for mood disorders, and from 6.0 to 18.0 years for substance use disorders. Failure and delays
in treatment seeking were generally greater in developing countries, older cohorts, men, and cases with earlier ages of onset. These results
show that failure and delays in initial help seeking are pervasive problems worldwide. Interventions to ensure prompt initial treatment
contacts are needed to reduce the global burdens and hazards of untreated mental disorders.
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tial treatment contact, as mental health services research
has focused on recent treatment of current episodes rather
than initial treatment of incident cases (13). However, the
few existing studies that have examined initial treatment
seeking have found that many lifetime cases eventually
make contact, but usually after delaying years from when
the disorders began (14-16).

A second critical step is identifying what nations can
concretely do to shorten periods of untreated mental illness.
Although countries employ a wide variety of national poli-
cies, delivery system designs, and means of financing men-
tal health services, the impacts of these on delays in initial
treatment seeking are unknown. Perhaps the only way to
shed light on these impacts is to compare delays across
countries with different policy, delivery system, and financ-
ing features (3,17). Unfortunately, very few such cross-na-
tional studies of delays have been conducted (14,15).

The current report begins to address these issues by an-
alyzing data from the World Health Organization (WHO)’s
World Mental Health (WMH) Initiative, a program of co-
ordinated surveys being conducted in 28 developed and
developing countries (1). We start by constructing cumula-
tive lifetime probability of treatment contact curves to esti-
mate probabilities of help-seeking for mental disorders and
the typical duration of delays. We do so separately for 15
countries in which WMH surveys are now complete. To be-
gin to understand potential determinants as well as devel-
oping and targeting future interventions, we also examine
correlates of failure to make initial treatment contact.

METHODS

Samples

Countries with completed WMH surveys used in these
analyses included Belgium, Colombia, France, Germany, Is-
rael, Italy, Japan, Lebanon, Mexico, the Netherlands, New
Zealand, Nigeria, People’s Republic of China (Beijing and
Shanghai), Spain and the United States. Employing desig-
nations made by the World Bank (18), China, Colombia,
Lebanon, Mexico and Nigeria were categorized as less de-
veloped and the remainder as developed. Trained lay inter-
viewers conducted all surveys face-to-face among multi-
stage household probability samples. Individual country
sample sizes ranged from 2,372 in the Netherlands to 12,992
in New Zealand, and the total sample size was 76,012. Re-
sponse rates in individual countries ranged from 45.9% in
France to 87.7% in Colombia and the weighted average re-
sponse rate across all countries was 71.1%. Details on re-
sponse rates and other design issues are presented in the
paper by Kessler et al (19).

Part I of the survey contained core diagnostic assessments
and was completed by all respondents. All Part I respondents
who met criteria for any disorder and a sub-sample of ap-
proximately 25% of others were administered Part II, which

assessed correlates, service use, and disorders of secondary
interest. Details concerning the standardized survey methods
(e.g., interviewer training procedures, WHO translation pro-
tocols for all study materials, and quality control procedures
for interviewer and data accuracy) employed in all WMH sur-
veys are available elsewhere (1,20,21). Informed consent was
obtained prior to beginning all interviews. Informed consent
procedures and human subjects safeguards were approved by
the Institutional Review Boards of organizations coordinat-
ing the survey in each country. 

Diagnostic assessments

The WHO’s Composite International Diagnostic Inter-
view (CIDI) Version 3.0 (22,23) was used to assess mental
disorders using DSM-IV criteria. Disorders considered in
this report include mood disorders (major depressive
episode, dysthymia, and bipolar disorder I or II, or sub-
threshold bipolar disorder), anxiety disorders (panic disor-
der, specific phobia, social phobia, generalized anxiety dis-
order), and substance use disorders (alcohol and drug
abuse and dependence). Lifetime prevalence and age of
onset were assessed separately for each disorder (19). All
diagnoses are considered with organic exclusions and
without diagnostic hierarchy rules. 

Blinded clinical reappraisal studies using the Structured
Clinical Interview for DSM-IV (SCID) (25) have shown
generally good concordance between DSM-IV diagnoses
based on the CIDI 3.0 and the SCID for anxiety, mood, and
substance use disorders (22). The recent clinical reap-
praisal studies carried out in four WMH countries (the
United States, Italy, Spain, and France, with total N=468)
have provided evidence for a good concordance between
CIDI-3.0 diagnoses and diagnoses based on blinded re-in-
terviews, with area under the receiver operator character-
istics curve ranging between 0.71 and 0.93 for lifetime
mood/anxiety disorders, and between 0.83 and 0.88 for 12-
month mood/anxiety disorders (26).

Initial treatment contacts

In each CIDI diagnostic section, respondents were
asked whether they ever in their life talked to a medical
doctor or other professional about the disorder under in-
vestigation. When asking this question, interviewers clari-
fied that the term “other professional” was intended to ap-
ply broadly and include a wide range such as psychologists,
counselors, spiritual advisors, herbalists, acupuncturists,
and any other healing professionals. Respondents who re-
ported that they ever talked to any professional about the
disorder being assessed were then asked how old they were
the first time they did so. Responses to this question were
used to define ages of first treatment contact. Data from
WMH countries (e.g., South Africa, Ukraine) in which dis-
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order-specific questions about treatment were not asked
are not included in this analysis.

Predictor variables

Predictors included age of onset of the disorder being as-
sessed, cohort, and gender. Age of onset was categorized
separately for each country as early (25th percentile), ear-
ly-average (50th percentile), late-average (75th percentile),
and late onset. Cohort was defined by age at interview and
categorized as 18-34, 35-49, 50-64, 65+ years. 

Analysis procedures

Estimated projections of the cumulative probability of
treatment contact in the year of disorder onset and by 50
years after onset were made using the actuarial method of
survival analysis (27) implemented in SAS (version 8.2,
SAS Institute, Cary, N.C.). Separate curves were generated
for each country. Typical durations of delay in initial treat-
ment contact were defined as the median years from disor-
der onset to first treatment contact among cases that even-
tually made treatment contact. Correlates of treatment con-
tact were examined separately for each disorder using dis-
crete-time survival analysis (28) with person-year as the unit
of analysis. Time-invariant predictors included age of onset
of the disorder, cohort, and gender. The only time-varying

predictor was the number of years since first onset of the
disorder. Models were estimated among all respondents
with the disorder to identify predictors of ever making treat-
ment contact. Effects of weighting and clustering on signif-
icance tests were adjusted for using the Taylor series lin-
earization method (29) implemented in SUDAAN (version
8.0.1, Research Triangle Institute, N.C.). Wald χ2 tests using
Taylor series design-based coefficient variance-covariance
matrices were used to make multivariate significance tests
in the discrete-time survival analyses. Statistical significance
was evaluated using .05 level, two-sided tests. 

RESULTS

Cumulative probabilities and median delays
in treatment contact

The first column of Table 1 presents the proportions of
lifetime cases with anxiety disorders making treatment con-
tact in the year of disorder onset. The proportion ranged
from a low of 0.8% in Nigeria to a high of 36.4% in Israel,
with an inter-quartile range (IQR: 25th -75th percentiles) of
3.6-19.8%. The proportions of lifetime cases with anxiety
disorders making treatment contact by 50 years are shown
in the second column of Table 1 and ranged from 15.2% in
Nigeria to 95.0% in Germany (IQR 44.7-90.7%). The medi-
an duration of delay among cases with anxiety disorders that
eventually made treatment contact is shown in the third col-

Table 1 Proportional treatment contact in the year of onset of any
anxiety disorder and median duration of delay among cases that
subsequently made treatment contact 

Making treatment Making treatment Median duration
contact in year contact by 50 years, of delay

of onset, % (SE) % (SE) in years (SE)

The Americas 
Colombia 12.9 (0.6) 41.6 (3.9) 26.0 (1.5)
Mexico 13.6 (1.1) 53.2 (18.2) 30.0 (5.1)
USA 11.3 (0.7) 87.0 (2.4)  23.0 (0.6)

Europe
Belgium 19.8 (2.8) 84.5 (4.9) 16.0 (3.5)
France 16.1 (1.8) 93.3 (1.9) 18.0 (1.8)
Germany 13.7 (1.8) 95.0 (2.3) 23.0 (2.3)
Italy 17.1 (2.1) 87.3 (8.5) 28.0 (2.2)
Netherlands 28.0 (3.7) 91.1 (2.8) 10.0 (1.6)
Spain 23.2 (2.0) 86.6 (5.2) 17.0 (3.2)

Africa and Middle East
Israel 36.4 (0.9) 90.7 (1.3) 13.0 (0.1)
Lebanon 13.2 (1.1) 37.3 (11.5) 28.0 (3.9)
Nigeria 10.8 (0.5)  15.2 (2.6) 16.0 (4.2)

Asia and the Pacific
Japan 11.2 (2.4) 63.1 (6.2) 20.0 (2.4)
PR China 14.2 (2.0) 44.7 (7.2) 21.0 (3.1)

Oceania
New Zealand 12.5 (0.8) 84.2 (2.5) 21.0 (0.8)

Table 2 Proportional treatment contact in the year of onset of any
mood disorder and median duration of delay among cases that
subsequently made treatment contact

Making treatment Making treatment Median duration
contact in year contact by 50 years, of delay

of onset, % (SE) % (SE) in years (SE)

The Americas
Colombia 18.7 (2.7) 66.6 (3.7) 19.0 (1.6)
Mexico 16.0 (2.2) 69.9 (8.5) 14.0 (3.1)
USA 35.4 (1.2) 94.8 (2.5) 14.0 (0.2)

Europe
Belgiuma 47.8 (2.7) 93.7 (2.5) 11.0 (0.3)
Francea 42.7 (2.1) 98.6 (1.4) 13.0 (0.3)
Germanya 40.4 (3.8) 89.1 (5.0) 12.0 (0.4)
Italya 28.8 (3.0) 63.5 (5.9) 12.0 (0.5)
Netherlandsa 52.1 (2.9) 96.9 (1.7) 11.0 (0.3)
Spaina 48.5 (2.3) 96.4 (3.1) 11.0 (0.3)

Africa and Middle East
Israel 31.9 (0.8) 92.7 (0.5) 16.0 (0.3)
Lebanon 12.3 (2.0) 49.2 (5.2) 16.0 (2.1)
Nigeria 16.0 (1.7) 33.3 (7.2) 16.0 (3.3)

Asia and the Pacific
Japan 29.6 (4.0) 56.8 (7.3) 11.0 (0.7)
PR China 16.0 (2.2) 17.9 (2.6) 11.0 (2.0)

Oceania
New Zealand 41.4 (1.3) 97.5 (1.0) 13.0 (0.2)

aUsed major depressive episode instead of any mood disorder

179

IMP. 177-185  24-09-2007  16:11  Pagina 179



180 WWoorrlldd  PPssyycchhiiaattrryy  66::33  --  October 2007

umn of Table 1. Among the fraction of cases making treat-
ment contact, delays were shortest in Israel (median delay of
3.0 years) and longest in Mexico (median delay of 30.0
years). There were statistically significant differences be-
tween countries (F15,726=95,259.7; p<0.001) and generally
longer delays in developing vs. developed countries (de-
tailed results are not reported, but are available on request). 

As shown in Table 2, the proportions of lifetime cases
with mood disorders making treatment contact in the year
of disorder onset ranged from lows of 6.0% in Nigeria and
China to a high of 52.1% in the Netherlands (IQR 16.0-
42.7%). The proportions of cases with mood disorders mak-
ing treatment contact by 50 years ranged from 7.9% in Chi-
na to 98.6% in France (IQR 56.8-96.4%). Among cases with
mood disorders eventually making treatment contact, the
median duration of delay was shortest in three Western
European (Belgium, the Netherlands, and Spain) and two
Asian (China and Japan) countries (median delay of 1.0
years in each) and longest in Mexico (median delay of 14.0
years). The delays among cases with mood disorders
were significantly different across countries (F15,726=47,368.1;
p<0.001) (detailed results are not reported, but are available
on request). Comparison of Tables 1 and 2 reveals that de-
lays were generally shorter for mood than anxiety disorders.  

The proportions of lifetime cases with substance use disor-
ders making treatment contact in the year of disorder onset
ranged from a low of 0.9% in Mexico to a high of 18.6% in
Spain (IQR 2.8-13.2%) (see Table 3). By 50 years, the pro-

portions of cases with substance use disorders making treat-
ment contact ranged from 19.8% in Nigeria to 86.1% in Ger-
many (IQR 25.7-66.6%). Cases with substance use disorders
eventually making treatment contact had the shortest delays
in Spain (median delay of 6.0 years) and the longest in Bel-
gium (median delay of 18.0 years). The delays among cases
with substance use disorders were significantly different across
countries (F15,726=21,505.3; p<0.001) (detailed results are not
reported, but are available on request). The delays among
cases with substance use disorders appeared to be generally
intermediate between those for mood and anxiety disorders. 

Correlates of lifetime treatment contact

Results from the discrete time survival models of lifetime
treatment contact for anxiety disorders are shown in Table
4. Female gender was significantly associated with a higher
likelihood of making initial treatment contact in four coun-
tries. Significant, monotonic relationships between being in
younger cohorts and higher probabilities of treatment con-
tact existed in 12 out of the 13 countries with significant co-
hort differences. Cases with earlier ages of onset of their
anxiety disorders were significantly less likely to make treat-
ment contact in 14 countries.

Correlates of lifetime treatment contact for mood disor-
ders are shown in Table 5. Female gender was significantly
associated with higher likelihoods of treatment contact in
three countries. Significant, generally monotonic relation-
ships between being in younger cohorts and higher proba-
bilities of treatment contact existed in 10 countries. Earlier
ages of onset were significantly associated with lower like-
lihoods of making treatment contact for mood disorders in
13 countries.

For substance use disorders, female gender was signifi-
cantly associated with greater initial treatment contact in
one country (see Table 6). There were significant, generally
monotonic relationships between being in younger cohorts
and higher probabilities of initial treatment contact in eight
countries. Having an earlier age of onset was significantly
associated with a lower likelihood of making treatment
contact for substance use disorders in eight countries.

DISCUSSION

Several potential limitations should be kept in mind
when interpreting these results. Most important is the po-
tential that respondents failed to recall events occurring
over their lifetimes. For example, those not seeking treat-
ment may have been more likely to forget or normalize
symptoms than cases who sought treatment. Unfortunately,
we cannot evaluate this possibility or whether it occurred
differentially across countries. However, it is worth noting
that, to the extent this occurred, we have underestimated
failures and delays in initial treatment seeking.

Table 3 Proportional treatment contact in the year of onset of any
substance use disorder and median duration of delay among cases
that subsequently made treatment contact

Making treatment Making treatment Median duration
contact in year contact by 50 years, of delay

of onset, % (SE) % (SE) in years (SE)

The Americas
Colombia 13.6 (0.8) 123.1 (7.1) 11.0 (5.0)
Mexico 10.9 (0.5) 122.1 (4.8) 10.0 (3.3)
USAa 10.0 (0.8) 175.5 (3.8) 13.0 (1.2)

Europe
Belgium 12.8 (4.8) 61.2 (17.7) 18.0 (5.8)
France 15.7 (5.4) 66.5 (14.1) 13.0 (3.7)
Germany 13.2 (5.7) 186.1 (8.6) 9.0 (3.9)
Italy - b - b - b

Netherlands 15.5 (5.4) 166.6 (7.9) 19.0 (3.1)
Spain 18.6 (7.6) 40.1 (14.1) 16.0 (4.9)

Africa and Middle East
Israel 12.0 (0.5) 148.0 (2.4) 12.0 (0.5)
Lebanona - b - b - b

Nigeriaa 12.8 (1.7) 19.8 (7.2) 18.0 (1.8)

Asia and the Pacific
Japana 19.2 (5.1) 31.0 (7.8) 18.0 (4.6)
PR Chinaa 12.8 (1.8) 25.7 (9.0) 17.0 (3.7)

Oceania
New Zealand 16.3 (0.8) 84.8 (15.4) 17.0 (1.3)

aAssessed in the part II sample
bDisorder was omitted due to insufficient cases (n<30)
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Even when events were recalled, they may have been dat-
ed inaccurately. The most common form of dating error is
telescoping, in which past experiences are recalled as hav-

ing occurred more recently than they actually did. Ques-
tions that focused memory search and bounded recall un-
certainty were embedded in WMH surveys to help respon-

Table 4 Socio-demographic predictors of lifetime treatment contact for any anxiety disorder

Country Sex Cohort (age at interview) Age of onset

Female Age 18-34 Age 35-49 Age 50-64 Early Early-average Late-average

OR (95% CI) χχ2 OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI)

The Americas
Colombia 1.1* (0.7-1.8) 0.1* 3.4* 1(1.4-8.2) 1.6* 1(0.8-3.3) 1.0* - 19.6* 0.2* (0.1-0.3) 0.3* (0.2-0.6) 0.3* (0.1-0.5) 133.4*
Mexico 1.1* (0.6-1.8) 0.1* 2.3* 1(0.8-6.4) 2.3* 1(0.8-6.4) 1.0* - 12.6* 0.2* (0.1-0.3) 0.2* (0.1-0.3) 0.2* (0.1-0.3) 159.1*
USA 1.3* (1.0-1.6) 5.4* 2.5* 1(1.9-3.3) 1.4* 1(1.1-1.8) 1.2* (0.9-1.6) 62.6* 0.2* (0.2-0.2) 0.2* (0.2-0.3) 0.2* (0.2-0.3) 326.4*

Europe
Belgium 1.2* (0.7-2.1) 0.4* 4.7* (1.6-13.6) 3.0* 1(1.2-7.5) 1.3* (0.6-2.8) 14.8* 0.1* (0.1-0.3) 0.1* (0.0-0.3) 0.2* (0.1-0.5) 163.5*
France 1.5* (1.1-2.1) 8.8* 4.5* 1(2.5-8.1) 2.3* 1(1.3-4.2) 1.3* (0.7-2.5) 52.2* 0.2* (0.1-0.3) 0.2* (0.1-0.3) 0.3* (0.2-0.5) 182.4*
Germany 1.5* (1.1-2.1) 6.6* 4.5* 1(2.7-7.5) 2.3* 1(1.5-3.7) 1.5* (0.8-2.9) 59.8* 0.2* (0.1-0.3) 0.2* (0.1-0.3) 0.2* (0.1-0.5) 143.5*
Italy 1.1* (0.7-1.5) 0.1* 2.6* 1(1.3-5.2) 2.1* 1(1.2-3.7) 1.4* (0.7-2.9) 16.0* 0.1* (0.1-0.2) 0.1* (0.1-0.2) 0.3* (0.2-0.5) 101.8*
Netherlands 1.1* (0.7-1.6) 0.2* 3.0* 1(1.8-5.1) 2.5* 1(1.6-3.7) 1.0* - 26.8* 0.1* (0.0-0.2) 0.1* (0.1-0.3) 0.4* (0.2-0.7) 152.0*
Spain 1.0* (0.7-1.6) 0.0* 3.3* 1(1.9-5.7) 2.0* 1(1.1-3.7) 0.8* (0.5-1.3) 38.5* 0.1* (0.0-0.1) 0.1* (0.0-0.2) 0.2* (0.1-0.4) 196.2*

Africa and Middle East
Israel 1.0* (0.6-1.5) 0.0* 5.0* (1.8-13.9) 3.2* 1(1.4-7.4) 1.9* (0.9-4.0) 10.0* 0.4* (0.2-1.0) 0.5* (0.3-1.1) 0.6* (0.3-1.2) 113.7*
Lebanon 0.5* (0.2-1.2) 2.5* 1.9* (0.2-20.0) 1.3* (0.1-11.3) 0.8* (0.1-6.9) 12.6* 0.1* (0.0-0.3) 0.2* (0.1-0.4) 0.7* (0.3-1.5) 128.7*
Nigeria 1.1* (0.4-3.3) 0.0* 0.6* 1(0.1-3.0) 0.1* 1(0.0-0.7) 0.3* (0.1-1.9) 17.9* 0.3* (0.2-0.7) 0.6* (0.2-2.0) 0.5* (0.2-1.5) 110.1*

Asia and the Pacific
Japan 0.9* (0.5-1.6) 0.3* 5.6* (1.8-17.2) 1.7* 1(0.8-3.7) 1.3* (0.5-3.3) 14.1* 0.1* (0.0-0.1) 0.1* (0.1-0.2) 0.4* (0.2-1.0) 163.5*
PR China 1.0* (0.4-2.3) 0.0* 4.6* (1.4-15.6) 2.1* 1(0.9-5.0) 1.0* - 16.7* 0.3* (0.1-0.9) 0.2* (0.0-1.0) 0.7* (0.2-2.4) 118.3*

Oceania
New Zealand 1.3* (1.1-1.5) 8.6* 4.3* 1(2.9-6.3) 2.4* 1(1.7-3.4) 1.7* (1.3-2.4) 68.8* 0.1* (0.1-0.1) 0.1* (0.1-0.2) 0.2* (0.2-0.2) 461.0*

χχ2 χχ2

Table 5 Socio-demographic predictors of lifetime treatment contact for any mood disorder

Country Sex Cohort (age at interview) Age of onset

Female Age 18-34 Age 35-49 Age 50-64 Early Early-average Late-average

OR (95% CI) χχ2 OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI)

The Americas
Colombia 1.5* (0.9-2.3) 12.7* 13.2* 1(1.3-7.7) 1.7* (1.0-3.2) 1.0* - 116.7* 0.2* 1(0.1-0.4) 0.3* 1(0.2-0.7) 0.8* 1(0.5-1.3) 133.6*
Mexico 1.6* (1.0-2.4) 14.6* 12.1* 1(0.9-4.9) 1.7* (0.8-3.3) 1.0* - 113.1* 0.3* 1(0.2-0.6) 0.5* 1(0.2-0.9) 0.8* 1(0.4-1.6) 125.1*
USA 1.3* (1.1-1.5) 10.2* 14.4* 1(3.2-6.1) 3.1* (2.3-4.1) 1.9* 1(1.4-2.6) 115.5* 0.2* 1(0.1-0.3) 0.3* 1(0.2-0.3) 0.4* 1(0.3-0.6) 176.7*

Europe
Belgiuma 1.4* (0.9-2.1) 12.5* 13.9* (1.2-12.5) 3.9* (1.5-10.5) 1.7* 1(0.7-4.0) 114.5* 0.2* 1(0.1-0.6) 0.4* 1(0.2-0.9) 0.6* 1(0.4-0.9) 114.2*
Francea 1.3* (0.9-1.8) 12.9* 15.7* (3.1-10.5) 4.4* 1(2.4-8.0) 2.0* 1(1.1-3.5) 144.3* 0.2* 1(0.1-0.4) 0.4* 1(0.2-0.8) 0.6* 1(0.3-1.2) 154.9*
Germanya 1.2* (0.8-2.0) 10.9* 11.9* 1(0.7-5.1) 1.2* 1(0.6-2.8) 1.2* 1(0.5-2.5) 116.3* 0.3* 1(0.1-0.6) 0.5* 1(0.2-1.0) 1.1* 1(0.5-2.1) 122.5*
Italya 1.4* (0.9-2.0) 12.6* 11.4* 1(0.7-2.8) 1.6* 1(0.8-2.9) 1.1* 1(0.6-2.1) 112.8* 0.4* 1(0.2-0.8) 0.8* 1(0.4-1.6) 0.8* 1(0.4-1.4) 115.7*
Netherlandsa 0.9* (0.7-1.3) 10.1* 13.9* 1(1.7-8.9) 2.7* 1(1.6-4.4) 1.0* - 118.5* 0.1* 1(0.0-0.3) 0.3* 1(0.1-0.6) 0.5* 1(0.3-0.8) 127.1*
Spaina 1.2* (0.8-1.8) 11.1* 11.9* 1(0.9-3.8) 2.7* 1(1.4-5.1) 1.3* 1(0.8-2.1) 111.3* 0.4* 1(0.2-0.8) 0.4* 1(0.2-0.9) 0.7* 1(0.4-1.2) 118.3*

Africa and Middle East
Israel 1.1* (0.9-1.5) 10.7* 15.4* (2.9-10.0) 4.0* 1(2.3-6.8) 2.3* 1(1.4-3.7) 130.9* 0.3* 1(0.2-0.6) 0.4* 1(0.2-0.6) 0.6* 1(0.4-1.0) 120.8*
Lebanon 1.1* (0.7-1.8) 10.2* 13.8* (2.3-83.0) 8.8* (1.5-51.1) 5.0* (0.8-30.8) 113.4* 0.4* 1(0.2-0.8) 0.2* 1(0.1-0.7) 0.7* 1(0.3-1.4) 110.6*
Nigeria 1.4* (0.5-3.6) 10.5* 12.7* (0.3-22.4) 0.5* 1(0.1-3.7) 1.0* - 116.8* 2.6* (0.2-33.6) 1.2* (0.0-31.2) 3.3* (0.3-41.1) 113.0*

Asia and the Pacific
Japan 1.6* (0.8-3.5) 11.7* 13.9* (1.1-13.4) 2.0* 1(0.7-6.2) 1.5* 1(0.6-4.2) 115.0* 0.2* 1(0.0-0.6) 0.5* 1(0.2-1.3) 0.8* 1(0.4-1.9) 119.8*
PR China 0.8* (0.2-3.6) 10.1* 10.7* 1(0.2-2.9) 0.4* 1(0.1-1.3) 1.0* - 112.4* 0.5* 1(0.1-3.3) 0.4* 1(0.1-1.7) 0.5* 1(0.1-1.9) 112.3*

Oceania
New Zealand 1.4* (1.2-1.6) 16.9* 13.7* 1(2.7-5.2) 2.3* 1(1.7-3.1) 1.6* 1(1.2-2.2) 184.1* 0.2* 1(0.2-0.3) 0.3* 1(0.3-0.4) 0.6* 1(0.5-0.8) 205.6*

aUsed major depressive episode instead of any mood disorder

χχ2 χχ2

χχ2

χχ2
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dents recall age of onset and age of initial treatment contact
(23,30). However, to the extent these efforts were not suc-
cessful, it is again likely that delays in initial treatment seek-
ing have been underestimated.

Our examinations of contacts with providers in the prior
year have revealed that many fail to result in adequate treat-
ment (4). To the extent that initial contacts with providers
also fail to result in any treatment or in adequate regimens,
we have underestimated failure and delays in receipt of ef-
fective treatment. Furthermore, we were only able to study
predictors of failure to make treatment contact that could
be retrospectively dated. We also limited potential predic-
tors to variables for which a priori hypotheses have been
raised regarding treatment delay or failure, to reduce the
possibility of chance findings (14-16). 

Finally, we cannot be certain that the failures and delays
in initial treatment seeking observed here are of clinical or
public health significance. Alternatively, those who failed to
make prompt initial contacts may have largely had self-lim-
iting or less serious disorders (31). However, our earlier
analyses of the U.S. data revealed that even those with se-
vere and impairing disorders have substantial delays in ini-
tial treatment contact (16). Furthermore, the preclinical, epi-
demiologic, and trial data reviewed above suggest that even
milder disorders, if left untreated, lead to greater severity, ad-
ditional psychiatric comorbidity, and negative social and oc-
cupational functioning (8-10). 

Keeping these limitations in mind, our results reveal two

major problems in the initial treatment-seeking process for
mental disorders that are occurring throughout the world.
On one hand, many lifetime cases never make any treatment
contact for their disorders, particularly in developing coun-
tries, where the financial and structural barriers to accessing
mental health services are most formidable (3). Failure to
seek help also appears to be greatest for conditions with low
perceived needs for treatment, such as substance use disor-
ders, for which over half of lifetime cases failed to make any
treatment contact in the majority of countries (13,32). 

Even among cases that do eventually seek help, a second
major source of unmet need for mental health care is the
pervasive delays before treatment contacts are made. The
typical delays observed here last for years or even decades
after disorder onset. Initial treatment contacts appear to be
fastest for mood disorders, perhaps because these disorders
have been targeted in some countries by educational cam-
paigns, primary care quality improvement programs, and
treatment advances (33-35). On the other hand, the longer
delays for anxiety disorders may be due to the earlier age of
onset of some conditions (e.g., phobias), fewer associated
impairments, and even fear of providers or treatments in-
volving social interactions (e.g., talking therapies, group
settings, waiting rooms) (4,13,36). 

Women have been shown in prior research to be faster
than men at translating nonspecific feelings of distress into
conscious recognition that they have emotional problems,
perhaps explaining the significantly higher rates of initial

Table 6 Socio-demographic predictors of lifetime treatment contact for any substance use disorder

Country Sex Cohort (age at interview) Age of onset

Female Age 18-34 Age 35-49 Age 50-64 Early Early-average Late-average

OR (95% CI) χχ2 OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI)

The Americas
Colombia 0.8* 1(0.3-2.5) 0.1* 19.1* (1.6-51.0) 15.3* (1.0-28.2) 11.0* - 16.7 0.2* (0.0-0.9) 0.4* (0.1-2.1) 0.2* (0.0-0.9) 17.9*
Mexico 2.8* 1(0.8-9.5) 2.9* 13.6* (0.7-18.1) 10.8* (0.2-2.9) 11.0* - 18.0 0.8* (0.2-3.6) 1.3* (0.3-5.7) 1.7* (0.5-5.5) 12.0*
USAa 1.2* 1(0.8-1.6) 1.0* 13.4* (1.7-6.8) 11.7* (0.9-3.1) 11.3* (0.7-2.3) 18.2 0.6* (0.4-0.8) 0.6* (0.4-0.8) 0.6* (0.4-0.8) 14.4*

Europe
Belgium 0.7* 1(0.1-8.3) 0.1* 35.9 (1.1-1163.4) 35.9* (1.1-1163.4) 35.9* (1.1-1163.4) 14.5* 0.1* (0.0-0.2) 0.1* (0.0-0.2) 0.1* (0.0-0.2) 25.7*
France 0.8* 1(0.2-3.2) 0.2* 10.2* (0.0-3.2) 10.7* (0.1-4.8) 11.0* - 12.1* 0.4* (0.1-2.6) 0.4* (0.1-2.6) 0.4* (0.1-2.6) 11.0*
Germany 1.4* 1(0.4-5.3) 0.2* 14.3* (0.5-37.5) 14.3* (0.5-37.5) 11.0* - 11.9* 0.2* (0.0-1.2) 0.1* (0.0-0.3) 1.0* (0.3-3.1) 12.6*
Italy -b -b -b -b -b -b -b -b -b -b -b -b -b -b -b -b -b

Netherlands 0.6* 1(0.1-2.9) 0.4* 11.4* (0.1-24.1) 11.7* (0.1-19.6) 10.4* (0.0-5.1) 12.1* 0.0 (0.0-0.7) 0.2* (0.0-1.1) 0.1* (0.0-0.3) 18.3*
Spain 1.5* (0.1-41.2) 0.1* 18.1 (1.4-46.8) 11.0* - 11.0* - 15.8* 0.0 (0.0-0.1) 0.0* (0.0-0.7) 0.2* (0.0-1.7) 16.0*

Africa and Middle East
Israel 0.2* 1(0.0-1.3) 2.8* 19.5 (1.8-49.7) 13.8 (1.0-14.7) 11.0* - 17.3 0.7* (0.2-2.8) 0.3* (0.1-1.5) 2.2* (0.7-7.6) 18.5*
Lebanona -b -b -b -b -b -b -b -b -b -b -b -b -b -b -b -b -b

Nigeriaa -b -b -b 14.7* (0.6-34.6) 12.3* (0.7-7.9) 11.0* - 13.5* 0.1* (0.0-1.7) 0.5* (0.1-3.0) 0.2* (0.0-2.8) 13.1*

Asia and the Pacific
Japana 0.4* 1(0.1-3.3) 0.7* 13.6* (0.1-203.0) 10.3* (0.1-0.7) 10.3* (0.1-0.7) 19.5* 0.2* (0.0-5.3) 0.4* (0.0-3.1) 1.3* (0.3-5.2) 12.5*
PR Chinaa 0.4* 1(0.0-6.4) 0.5* 11.8* (0.2-20.1) 10.5* (0.1-2.0) 11.0* - 13.0* 0.5* (0.1-3.1) 0.5* (0.1-3.1) 0.8* (0.1-5.9) 10.6*

Oceania
New Zealand 1.3* 1(1.0-1.7) 4.6* 15.6* (2.8-11.0) 13.1* (1.6-5.9) 11.8* (0.9-3.5) 47.1 0.4* (0.3-0.6) 0.3* (0.2-0.4) 0.4* (0.3-0.5) 63.2

aAssessed in the part II sample
bDisorder was omitted due to insufficient lifetime cases (n<30)

χχ2 χχ2χχ2
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treatment contact by women in some countries (37). More
recent cohorts were also significantly more likely to make
eventual treatment contact, perhaps suggesting a positive
outcome of programs recently attempted in some countries
to destigmatize and increase awareness of mental illness, of
screening and outreach initiatives, of the introduction and
direct-to-consumer promotion of new treatments, and of ex-
pansion of insurance programs (1,33-35,38-42). Consistent
with prior research (14-16), early-onset disorders were asso-
ciated with lower probabilities of initial treatment contact in
most countries. One explanation for this finding may be that
minors need the help of parents or other adults to seek treat-
ment, and recognition is often low among these adults un-
less symptoms are severe (43,44). In addition, child and ado-
lescent-onset mental disorders may be associated with nor-
malization of symptoms or development of coping strate-
gies (e.g., social withdrawal in social phobias) that interfere
with help-seeking later in life. Finally, lack of accessible
child mental health services may also be an important issue
in many countries.

While these results document the failure and delay in ini-
tial treatment seeking for mental disorders that are occur-
ring worldwide, additional research will be needed to clar-
ify what policy makers can concretely do to address them at
the local and national levels. At the local level, it is critical
to identify whether and through what specific programs
long periods of untreated mental illness can be reduced.
Cost-efficient interventions that can be applied in schools,
clinics, or health care systems, consisting of aggressive out-
reach and prompt treatment of new cases, are just emerg-
ing. Long-term intervention trials currently in the field will
shed light on the extent to which these model programs pre-
vent subsequent negative clinical, social, educational, and
occupational outcomes (45,46). Programs of public educa-
tion, school or primary care-based screening, disease man-
agement, or coordination and referral between non-health
care and health care professions, may also prove helpful in
this regard (34,38,44,47-51).

Furthermore, it will be critical to clarify what can be done
at the national level to minimize failure and delay in initial
treatment contact. General and mental health care policies,
delivery system designs, and levels or mechanisms of financ-
ing mental health services may have enormous impacts on the
timeliness of treatment seeking. Unfortunately, policy makers
currently lack rigorous data on these impacts, including
whether impacts are positive, negative, as intended, or inad-
vertent. Linking data such as those of the WHO Project Atlas
on existing policies, delivery systems, and financing of men-
tal health care, to WMH survey data on failure and delay in
initial treatment, may offer a novel way to shed light on these
impacts and help guide future policy decisions (3,17).
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